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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby egree & authorisa Koshlka Foundation and II's Trustees Io

use/publish/put-upireproduce my name, address; photo & detzlls of the "purpose”, for which such assistance s requested/granted, Ihrough any
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requesting to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. If the requested sssistance is not grantad
by Kaoshika Foundation, in part or In full, then the Hospltal reserves Its right to moke up the shortfall from another NGO or any other source. This
canfirmalion essentially stales thal the Hospital will not avail any duplizate sssistance for the same patlsnt/case from any other NGO or any ofher source.
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in'the mattar,
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